INTRODUCTION
The United States is an increasingly urban country. According to the 1990 census, over 75% of Americans live in urban areas, compared with just over 50% in excess mortality beyond what would be expected from the age distribution of the area given the overall experience among these areas. As can be seen, there is substantial variation. However, the reasons for these variations are unknown.
It is a plausible hypothesis that socioeconomic factors account for a good deal of this variation in the health status of urban areas. A massive body of evidence indicates that the socioeconomic position of individuals is strongly associated with their health; that there is a relationship between the socioeconomic level of communities and areas and the health of populations who live in these areas; At larger levels of geographic aggregation, the associations between average level of socioeconomic position, measured by median income, and health status are significant, but weaker. For example, among the 50 largest cities, per capita income has a -0.38 correlation with age-adjusted mortality rates before age 75.1
Examining the 282 US metropolitan areas, the correlation between per capita income and age-adjusted mortality rates was found to be -0.2822 Finally, the correlation between age-adjusted 1990 mortality rates for states and median state income levels is also -0.28. 23 While these correlations are all statistically significant and may be associated with substantial excess mortality, their modest strength indicates that it may be necessary to look elsewhere for additional factors to explain the health status of urban areas. another group of investigators using a different measure of equity of income distribution. 3~ Importantly, these results were all found to be independent of state differences in median income levels or poverty rates. Moreover, equity of income distribution predicted 1980-1990 mortality trends, and changes in the equity of income distribution also predicted mortality trends (Fig. 2) . 23
In addition to mortality rates, equity of income distribution, independent of In subsequent analyses, the relationship between equity of income distribution in metropolitan areas and mortality was also found to be strong.
When this association was examined for metropolitan areas in the United
States, income inequality continued to have a strong association with mortality, stronger, in fact, than the association with per capita income levels. 22 In this case, when the influences of per capita income and income inequality were combined, the effects were substantial. There was an excess mortality rate of 140 deaths per 100,000 when comparing metropolitan areas in the lowest quartile of equity of income distribution and per capita income with those in the highest quartile.
This excess mortality burden is equivalent to the total burden in 1995 from lung cancer, diabetes, motor vehicle accidents, human immunodeficiency virus (HIV) infection, suicide, and homicide.
These initial studies suggest that the nature of income distribution may affect urban health well above and beyond the effect associated with differences in average income or wealth. However, the findings are still too recent to identify pathways or interventions that would be critical to investigate. The data are consistent with a basic hypothesis that has two intertwining strands. 31 Inequitable income distribution may be associated with social processes and policies that systematically underinvest in human, physical, health, and social infrastructures.
In addition, the perception of this may result in a series of processes that have direct physiologic consequences. Both strands may then come together to produce and support the decline in civic society and social capital, which has been of recent concern. 29
OF INCOME AND POPULATION HEALTH
Areas differ with respect to average levels of income, the equity with which that income is distributed, and the associated material, social, and symbolic processes. Most important, they also included the same measures for the portions of the metropolitan areas that surrounded each city. In multivariate models, the strongest predictors of the city mortality levels were both income inequality within the cities and inequality between the city and the surrounding areas. Thus, the health of the residents of urban areas is determined by the equity of income distribution within the city, as well as by the economic disparities between the city and the surrounding areas. These results suggest a pervasive health effect of development forces, which peripheralize services and wealth outside urban centers.
CONCLUSION
An overwhelming body of evidence, only a small part of which could be reviewed in this paper, supports the following:
9 Socioeconomic factors are strongly associated with health and trends in health in both individuals and populations.
9 Both average levels of income and wealth and their distribution are important.
9 In effect, economic policy is an important component of health policy.
influence both the material and symbolic lives of communities.
Given that socioeconomic factors causally precede the risk factors that are so often the focus of public health interventions, they should be considered within the armamentarium of public health. The available evidence suggests that such an approach might well provide the foundation for a 21st century urban health agenda.
